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Abstract
Since the 2000s, health, medical and welfare 
policy trends in Japan, which directly affect 
medical social work, have led to functional 
differentiation of medical institutions. With 
respect to medical social work, which provides 
psychological and social support to patients from 
onset of illness through return to life in the 
community, functional differentiation can lead to 
suspension and fragmentation of the medical 
social work process as patients transfer to the 
next medical institution. As patients transfer 
between medical institutions, mainly for physical 
treatment reasons, the social worker responsible 
for the patient changes, and the handover between 
social workers in the different institutions may 
not go smoothly.
This study focused on patients with 
cerebrovascular accident (CVA) who transfer 
between institutions, attempting to identify 
components of a CVA community coordination 
health and medical system that can facilitate 
seamless medical social work that will guarantee 
medical care and life based on ensuring patients’ 
life and living rights. Methods used in the study 
were a literature review of previous studies and a 
survey. The survey entailed interviews with 5 
medical social workers in 4 medical institutions 
that provide medical care for CVA patients. The 
participants were asked about the present 
situation of the medical social work pathways 
between local medical institutions; the survey 
results revealed issues in these pathways working 
toward seamless CVA medical social work.
Introduction
1. Background
Since the 2000s, health, medical and welfare 
policy trends in Japan (reforms in the basic 
structure of social welfare, and reforms in the 
medical system), which impact medical social 
work services, have raised various issues in the 
health and medical field. Viewed from the 
perspective of medical social work, this has 
caused a number of difficult problems in terms of 
changing the nature of the process of providing 
help and support. In concrete terms, the 
introduction of the Long-Term Care Insurance 
Act and the Services and Support for People with 
Disabilities Act, followed by successive revisions 
of the Medical Service Law, particularly the 2001 
4th revision of the Medical Service Law and the 
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2007 5th revision of the Medical Service Law, 
have caused functional differentiation in medical 
institutions. This has led to the suspension and 
segmentation of medical social work processes 
for those involved.
The present study was limited to patients who 
experienced cerebrovascular accident (CVA). 
This is because, from onset of CVA through 
physical/mental/social rehabilitation, CVA 
patients are greatly impacted by revisions in the 
long-term care insurance system and the Medical 
Service Law, as they must deal with physical 
disabilities when returning to live and take their 
place in the community. These changes have been 
causing difficulties in supporting and assisting 
CVA patients to live in the community based on 
the principles of protection of life and living 
rights, which is the aim of medical social work 
for CVA patients.
With the introduction of the long-term care 
insurance system, support aimed at managing the 
environment at the intervention stage of the 
medical social work process has passed from 
social workers, who were previously involved, to 
long-term care support specialists. As a result, 
support which had been provided by one social 
worker was suspended [1].
With the successive Medical Service Law 
reforms, especially from the 3rd revision of the 
Medical Service Law onward, there have been 
repercussions for health, medical and social work 
institutions in the move from acute phase to 
recovery phase rehabilitation. There have also 
been effects on achieving a coherent line toward 
returning home, in terms of efficiency of medical 
provision, coordination of health, medical and 
welfare services in the community, and promotion 
of return to home. Then, in the 4th and 5th 
revisions of the Medical Service Law, functional 
differentiation of medical services was 
implemented. Because of this, according to their 
physical condition, CVA patients had to move 
from one medical institution to another to receive 
treatment, depending on the stage of their 
recovery, from the acute phase to the social 
rehabilitation phase. In other words, there 
emerged a medical institution “transit 
phenomenon” for CVA patients [2, 3].
In the above situation, in the medical social 
work process that assumes the psychological and 
social support role for CVA patients from onset to 
return to the community, the social workers 
responsible for the patient started to change due 
to the patients’ moves between medical 
institutions. Because of this, when patients 
transferred to different hospitals for physical 
treatment purposes, if there was no smooth social 
work communication between the various 
medical institutions, the problem arose of the 
medical social work process being suspended or 
fragmented as patients moved to the next medical 
institution [4]. It is no exaggeration to say that 
this situation brings into question the very nature 
of the medical social work process, which aims to 
guarantee treatment and the opportunity to live 
daily life based on protection of the patient’s 
rights to life and living rights.
2. Previous studies
With the successive Medical Service Law 
reforms and the functional differentiation of 
medical institutions, the construction of 
coordination systems between local medical 
institutions was promoted, aimed at “building 
efficient medical systems” through coordination 
between individual medical institutions. 
Management of the “CVA community 
coordination critical path” [5] is a specific case. 
Uehara et al. claim that the responsibility for 
building “community medical and welfare 
coordination”, including coordination with 
welfare fields and discharge planning, from the 
perspective of “person rather than patient”, is the 
role and function of medical social workers 
(hereafter abbreviated as MSW; however, in this 
report, care managers working outside medical 
institutions and social workers in facilities and 
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community general support centers are referred to 
as social workers) [6]. Further, Matsuoka points 
out that “coordination” in the “guidelines for the 
work of medical social workers” is itself indicated 
as the task of MSW. In examining the engagement 
of MSW in community medical coordination at 
certain medical institutions, it is claimed that 
from the perspective of seeing MSW as 
professional coordinators, the significance of 
MSW community coordination is improvement 
of the quality of community coordination 
activities and strengthening of coordination [7].
From the above, it can be claimed that previous 
studies have not focused on continuity in the 
social work process; therefore, the present study 
is original and significant.
3. Aims
Functional differentiation of medical 
institutions has occurred through reforms in 
health, medical and welfare policy since 2000. As 
a result, fragmentation of medical care (mainly 
physical treatment) has led to efforts to coordinate 
community medical institutions in order to 
achieve seamless services. The function and role 
of MSW have been confirmed in this context, and 
their activities have achieved results. However, 
the introduction of the Long-Term Care Insurance 
Act and functional differentiation of medical 
institutions have engendered suspension and 
fragmentation of the medical social work process. 
This raises major problems for the basic aim of 
medical social work for CVA patients, which is 
“support aimed at ensuring a life based on 
principles of protecting the CVA patients’ life and 
living rights in the community”. There is an 
urgent need to work toward ensuring a seamless 
medical social work process that aims not only 
for seamlessness focused on physical treatment, 
but also extends to seamlessness in holistic 
medical care. The aim of the present study was to 
present a tentative plan for “coordinated systems” 
and “CVA medical social work path tools”, based 
on required knowledge of components 
contributing to seamless medical social work 
processes aimed at seamless holistic medical care 
for CVA patients.
Methods
1. Interviews were conducted and, based on 
analysis of the results, the CVA medical social 
work coordination systems and pathway tools 
were examined.
2. Participants
(1)  Three medical social workers (MSW) in 3 
medical institutions (A, B, and C Medical 
Institutions) where CVA community 
coordination critical pathways are being 
implemented.
(2)  Two MSW at 1 medical institution (D Medical 
Institution), which is a hospital specializing in 
the acute period and rehabilitation care mainly 
for CVA patients, where CVA community 
were selecte coordination critical pathways 
are not implemented.
(3)  Participants d from medical institutions 
identified through information from a 
literature review which, like the author, are 
members of the Japanese Association of 
Social Workers in Health Services. The 
participants of this study are chiefly in charge 
of CVA patients in each medical institution. 
Cooperation was requested from MSW 
affiliated with these institutions, and the 
participants were those from whom consent 
was obtained. Two chiefs system is adopted in 
D hospital, and therefore interviews were 
conducted with two MSW simultaneously in 
case of this hospital. Five participants were 
enough to reach a comprehensive analysis.
3. Period of study
The study period was 9 September 2012 to 28 
October 2012. 
4. Interview items
(1)  The present situation and issues concerning 
CVA community coordination critical 
pathways (from the perspective of medical 
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social work pathways)
(2)  Items considered necessary on pathway sheets 
for the seamless operation of medical social 
work pathways
(3)  Necessary conditions for the construction of a 
community coordination system for the 
realization of medical social work pathways
5. Processing and analysis methods
A qualitative integration method was used. To 
increase the reliability, data analysis has been 
made professor Toyoharu Yokoyama of Niigata 
University of Health and welfare.
The qualitative integration method is a 
methodology that integrates qualitative data for 
the purpose of grasping the totality of a 
phenomenon. The qualitative integration method 
enables fragmented information obtained from 
the workplace to be integrated into logical 
consistency and shown as a whole picture.
① Labels are created from the data obtained 
through data collection, and are made by 
writhing all relevant facts and information, 
which art gained from the data obtained 
through data collection ,on individual cards.
② Then read 3 - 4 times as it expands, fostering 
a “holistic sense of place”. 
③Once this “holistic sense of place” is formed, 
the “overall shape” of the phenomenon 
under study is manifested as one aspect, 
starting to encompass latent individual 
labels. 
④Consequently, by aggregating a number of 
pieces of data, one aspect of the 
phenomenon projected facilitates the 
spontaneous surfacing of the “overall 
shape”.
⑤By obtaining a whole picture through 
building up disconnected qualitative data 
and using this accumulatively, the problem 
to be considered can be solved.
The characteristic of this method is that differs 
from other scientific methodologies in that it does 
not aim to verify a hypothesis using quantitative 
data, but rather uses qualitative data to inspire a 
hypothesis [8].
In accordance with this qualitative integration 
method, labels were created from data obtained 
through interviews, the “overall shape” of the 
phenomenon about which data were collected 
was grasped, categories were created from data 
labels, links between categories were interpreted, 
and a figure of the whole was created and 
described.
6. Ethical considerations
This study was implemented with the approval 
of the Niigata University of Health and Welfare 
Ethics Committee (approval number: 17343).
Interview participants were informed in writing 
of the research aims and methods, and a written 
explanation was provided to the effect that 
individuals would not be identified, data would 
not be used for purposes other than research, 
participation was voluntary, and there would be 
no negative consequences for non-participation. 
Response was taken to indicate consent.
Results
1.  The attributes of each participant are shown in 
Table 1.
2.  Table 2 and Table 3 show the present situation 
and issues in CVA community coordination 
critical pathways from the perspective of 
medical social work pathways.
3.  Table 4 shows the content forms of CVA 
community coordination social work pathways.
4.  Table 5 shows the constituent elements of CVA 
community coordination social work pathway 
system construction.
Discussion and conclusions
1. Discussion
Functional differentiation of medical 
institutions has occurred as a result of health, 
medical and welfare reforms since 2000, and this 
has led to the suspension and fragmentation of the 
medical social work process for CVA patients. 
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Table 1. Attributes of study participants
A Medical 
Institution
B Medical 
Institution
C Medical 
Institution
D Medical 
Institution
Function Acute phase/
recovery phase 
Rehabilitation
Acute phase/
recovery phase 
Rehabilitation/ 
convalescence 
(complete facility 
model)
Acute phase/
recovery phase 
Rehabilitation
Acute phase/
recovery phase 
Rehabilitation
Implementation of 
CVA community 
coordination 
critical pathways
Implemented from 
2007
Implemented from 
2007
Implemented from 
2007
Not implemented
MSW participation 
in CVA community 
continuation 
pathways
Participated from 
start in 2007
Participated from 
start in 2007
Participated from 
start in 2007
MSW Attribute 
information
Carrier of 8 years
Certified Social 
Worker and 
psychiatric Social 
worker
Carrier of 9 years
Certified Social 
Worker 
Carrier of 18 years
Certified Social 
Worker 
Carrier of 3 years
Certified Social 
Worker 
(both MSW)
Table 2. Current status of CVA community coordination critical pathways
A/B/C Medical Institutions D Medical Institution
CVA community coordination critical pathways are 
implemented.
CVA community coordination critical pathways are 
not implemented.
●  MSW notes section was created on CVA 
community coordination critical pathway sheet.
●  Revisions of content of CVA community 
coordination critical pathway sheet have been 
implemented a number of times until present 
(2013), but MSW section has not been revised. 
Reason is that revision is not necessary because 
CVA medical social work pathway is not 
necessarily dependent on CVA community 
coordination critical pathway.
●  Smooth coordination is ensured within the same 
medical institution in the pathway from acute 
phase to recovery phase rehabilitation through oral 
communication, conferences, and the institution-
wide pathway sheet.
●  Medical social work pathways with other medical 
institutions, facilities and care managers are 
implemented through CVA community 
coordination critical pathway sheets, face-to-face 
meetings, fax, conferences, care support 
coordination tools and in writing.
●  The pathway from acute phase to recovery phase 
rehabilitation within the same medical institution 
is implemented through oral communication.
●  If patients are transferred in from other acute 
phase medical institutions or are transferred out to 
other convalescent medical institutions, the MSW 
goes to the other medical institution a number of 
times before transfer to gather information from 
the other institution, and to meet the patient and 
family in advance.
●  D Medical Institution is a medical institution 
rooted in a defined community, so the community 
and the faces and lives of community residents are 
known, and even after patients transfer to other 
medical institutions, there is a scheme whereby 
the MSW of D Medical Institution continues to 
provide advice on welfare issues.
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Table 3. Issues in CVA community coordination critical pathways 
A/B/C Medical Institutions D Medical Institution
●  Handover to care managers is not smooth.
●  Most care managers are medical professionals (especially nurses) in terms of basic qualifications, and it is 
difficult to request continuation of the social work perspective and the social work process.
●  In transfers to convalescent hospitals, there is often no MSW in the convalescent type medical institution, 
and it is difficult to request continuation of the social work perspective and the social work process.
●  The section on the CVA community coordination 
critical pathway form is not sufficient at present, 
but if it is expanded, this will cause extra work 
and will be a significant burden.
●  The MSW is able to provide mediation between 
the different medical institutions, but it is hard to 
discern whether the social work process handover 
is being implemented.
●  It is not clear how other staff engaged in 
coordination, especially doctors, understand and 
use information from the MSW.
●  Coordination with other medical institutions on 
the social work process is not being achieved, and 
the process ends at D Medical Institution.
Table 4. CVA community coordination social work pathway form content
Length Maximum 2 pages of A4-sized sheets
Items ●  Social background
●  Assessment
●  Medical insurance and pension
●  Understanding of and receptiveness toward condition and disability
●  Current social work support and content of continued support required
●  Daily life needs including potential issues
●  Current use of social resources and information about social resources that could be used
Table 5. Components for construction of a CVA community coordination social work pathway system
In the MSW’s institution In the community Other
Principle
●  Mission and principle of 
medical institution focused on 
welfare, community medical 
care
Understanding
●  Understanding of the work of 
the MSW
●  Understanding of the expertise 
of the MSW
Collaboration
●  Medical staff teamwork based 
on mutual understanding of 
expertise and work
Sharing expertise
●    Sharing social work expertise
●    Shared understanding of 
c o m m u n i t y,  c o m m u n i t y 
residents, and daily life needs 
of community residents
Relationships
●    Good relationships between 
social workers based on 
relationships of trust
●    Implementation of conferences 
(individual, regular)
●  Implementation of meetings 
among people with responsibility
●    Study meetings among social 
workers
●    Leaders among social workers
Methods
●  Period of overlap in support
Means
●  Tools (forms)
●  Supervision (individual, group)
Skills
●    Perspectives on selection of 
pathway institutions
●  Continued skills
●  Skills of coordination and 
collaboration
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Community coordination critical pathways aimed 
at seamless medical care were implemented, and 
MSW participated in this process. However, it is 
clear from the present study that the CVA 
community coordination critical pathways aimed 
at medical coordination between local medical 
institutions center mainly on physical treatment, 
and that the following 3 points are issues in 
making suspended, fragmented social work 
seamless:
(1)  In 2012, engagement in community 
coordination critical pathways between the 
community and medical institutions for CVA 
patients was not necessarily being undertaken 
in all areas.
(2)  Currently, CVA community coordination 
critical pathway formats are created to ensure 
seamless physical and rehabilitation treatment, 
but are inadequate in terms of seamless 
medical social work, as they do not 
sufficiently incorporate continuity of patients’ 
psychological and social information, which 
is the basis of assessment for professional 
social work.
(3)  Functional differentiation of medical 
institutions has occurred, with each institution 
having its own roster of professional social 
workers. However, it is not necessarily the 
case that social workers who can share a 
c o m m o n  p e r s p e c t i v e  o f  a s s u m i n g 
responsibility for ensuring CVA patients’ 
rights to life and living rights are assigned to 
each institution. In particular, the handover 
from a recovery-phase rehabilitation hospital 
to a convalescent type institution, and then to 
a community care manager, often does not 
proceed smoothly.
2. Conclusions
To resolve the issues considered in number 1 
above, and to work toward the realization of 
seamless medical social work, the following 
points seem to be necessary:
(1)  The allocation of MSW who have social work 
expertise (values/ethics, knowledge, skills) to 
every health, medical and welfare institution 
is absolutely essential.
(2)  The social work expertise and roles of MSW 
need to be understood in all health, medical 
and welfare institutions, and it needs to be 
known that the MSW is a key member of the 
CVA pat ien t ’s  communi ty  medica l 
coordination team. In addition, while MSW 
and other social workers in institutions 
naturally need to participate in liaison 
meetings and projects investigating 
improvement of pathway tools as staff 
members in community coordination critical 
pathways, these staff members also need to 
assume a role as coordinator if a doctor is the 
community coordination critical pathway 
team leader.
(3)  Community coordination social work pathway 
forms created in collaboration with 
community social workers should be used. 
However, in terms of length, as this will 
further add to the current workload of MSW, 
each form should be no more than 2 pages of 
A4-sized paper. A proposal for this form is 
shown in Figure 1.
(4)  Coordination tools should not be limited to 
pathway forms. Also necessary are the 
creation of good relationships between MSW 
and social workers based on trust, 
implementation of care conferences 
(individual, regular), implementation of 
meetings between people with responsibility, 
and study meetings. Relationships should be 
built face-to-face, and information exchange 
and sharing should be conducted by phone, 
fax or in person.
(5)  A transition period for coordination and 
collaboration in skills and support between 
MSW and social workers is necessary.
(6)  Supervision (individual, group) is necessary.
(7)  The perspective of pathway institution 
selection is necessary.
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Figure 1. CVAcommunity coordination social work pathway form (proposal)
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If points (1) to (7) above can be realized, the 
following elements will be shared between social 
workers in the community:
* Expertise, values and ethics of social workers
*  Shared understanding of the community and 
community residents, and the everyday needs 
of community residents
*  Good rapport based on relationships of trust 
between social workers
*  Implementation of conferences (individual, 
regular)
*  Implementation of meetings between people 
with responsibility
* Study meetings among social workers
* Leaders among social workers
Limitations and issues of the present study
Through CVA patient community coordination 
critical pathways, the goal for CVA medical social 
work in the development of health, medical and 
welfare policy is to work within the framework of 
medical coordination, aiming for coordination of 
medical social work and continuity of support, as 
a means of guaranteeing CVA patients rights to 
life and life conditions as active members of the 
community, from onset of illness through 
treatment and physical, psychological and social 
rehabilitation. The present study has suggested 
ways of working toward seamless CVA patient 
medical social work through coordination 
between local medical and welfare institutions, 
and has proposed a CVA community coordination 
medical social work pathway form as a tool. It is 
necessary to conduct an empirical study in a 
model district as a future research objective to 
examine how this could be moved forward into 
realization, what the results of such realization 
would be, and whether seamless CVA patient 
medical social work in local medical institutions 
and facilities would be possible.
In the analysis of the results of the empirical 
study, it is desirable to adopt other qualitative 
approach such as modified Grounded Theory 
Analysis (M-GTA) to evaluate the effectiveness of 
the introduction of this new social work pathway 
and to point out new limitations of this system.
In recent years, basic structural social and 
welfare reforms in Japan, together with reforms 
of the medical system, have raised challenges for 
CVA patient medical social work. In the health 
and medical field, the provision of support that is 
needed to ensure the rights to life and living 
rights for those who are vulnerable in society is 
on the verge of being shut down.
It must be realized that the present situation is 
an extremely important point in time for CVA 
patient medical social work. The recent changes 
apply not only to CVA medical social work, but 
involve reexamination of the very nature of social 
welfare practice in the field of health and medical 
care. It is necessary to recognize anew that 
medical social work is based on the life and way 
of living of people who are coping with complex, 
multiple issues in everyday life because of their 
conditions and disabilities, and that medical 
social work involves important practical activities 
toward meeting needs in daily life and in medical 
care. In a medical workplace that is incompatible 
with national policy and needs related to the daily 
life and medical care of patients to help them 
become independent in daily life, by confronting 
control through prescribed policy, the social 
status of MSW should enable them to implement 
full social and welfare development in 
guaranteeing to patients their rights to life and 
living rights, relying on activities and practice to 
protect the life and living rights of patients and 
their families.
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